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Staphylococcus aureus with Reduced Susceptibility to Vancomycin — 
illinois, 1999 


Staphylococcus aureus is one of the most common causes of hospital- and 
community-acquired infections. Nosocomial methicillin-resistant S. aureus (MRSA) 
infections have become common, and cases of community-acquired MRSA infections 
also have occurred (17,2). Since 1996, vancomycin-intermediate S. aureus (VISA; 
vancomycin minimum inhibitory concentration [MIC]=8—16 g/mL) has been identified 
in Europe, Asia, and the United States (3-5 ). The emergence of reduced vancomycin 
susceptibility in S. aureus increases the possibility that some strains will become fully 
resistant and that available antimicrobial agents will become ineffective for treating 
infections caused by such strains. This report describes the fourth case of confirmed 
VISA from a patient in the United States. 

In April 1999, a 63-year-old woman with MRSA bacteremia (MIC <1 g/mL) was 
transferred from a long-term-care facility to an Illinois hospital (hospital A). The patient 
had a history of frequent hospitalizations for complications of hemodialysis-depen- 
dent, end-stage renal disease, and intravascular access, including two failed arterio- 
venous grafts, multiple central venous catheter-associated infections, and intermittent 
receipt of vancomycin therapy through June 1998. Thirteen days after hospital admis- 
sion and 25 days after initiating vancomycin therapy (median vancomycin serum con- 
centration=12.7 g/mL; range: 12.1 tyg/mL-20.9 g/mL), a culture from her blood grew 
S. aureus with an MIC of 4 g/mL; the blood culture was tested using the Vitek® system 
(bioMérieux; Hazelwood, Missouri)*. Three subsequent blood specimens drawn within 
the next 3 days grew S. aureus with MICs of 8 pg/mL on confirmatory testing. The 
isolates, identical by pulsed-field gel electrophoresis, were resistant to penicillin, ox- 
acillin, clindamycin, erythromycin, ciprofloxacin, and rifampin but susceptible to 
trimethoprim-sulfamethoxazole, tetracycline, gentamicin, and had intermediate sus- 
ceptibility to chloramphenicol. No VISA strains were recovered from other body sites. 
An echocardiogram demonstrated a mitral valve vegetation but the patient declined 
surgical intervention. Despite treatment with intravenous vancomycin, rifampin, and 


*Use of trade names and commercial sources is for identification only and does not imply 
endorsement by CDC or the U.S. Department of Health and Human Services. 
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tobramycin, the patient died 10 days after the first VISA blood specimen was drawn; 
the cause of death was endocarditis. 

The VISA isolate was interpreted as “susceptible” at 4 pg/mL by the Vitek system. 
Because of the increased awareness of VISA strain emergence, according to laboratory 
protocol at hospital A, confirmatory testing was performed on all strains of S. aureus with 
Vitek (MIC 24 ypa/mL) using three additional independent methods: the Pasco Gram 
Positive Microtiter Panel (Pasco Laboratories, Wheatridge, Colorado), MiIC=8 g/mL; 
the Etest (AB Biodisk North America, |nc., Piscataway, New Jersey), MIC=6 g/mL; and 
inoculation into brain heart infusion (Remel, Lenexa, Kansas) agar with 6 pg/mL of 
vancomycin (e.g., a vancomycin screen plate indicated growth). Susceptibility results 
were confirmed by CDC. 

After identifying the VISA isolate, hospital A’s infection-control department imple- 

mented CDC’s Interim Guidelines for Prevention and Control of Staphylococcal Infec- 
tion Associated with Reduced Susceptibility to Vancomycin (6) and began an epide- 
miologic investigation to evaluate potential transmission. None of 10 family members 
or 171 health-care workers screened by nares culture was colonized with VISA. No 
other VISA isolates were identified in other hospitalized patients 
Reported by: MA Khurshid, MD, T Chou, MPH, R Carey, PhD, R Larsen, Chicago; C Conover, MD, 
SL Bornstein, MD, Acting State Epidemiologist, Illinois Dept of Public Health. Hospital Infections 
Program, Nationai Center for Infectious Diseases; and an EIS Officer, CDC. 
Editorial Note: Since the emergence of nosocomial MRSA infections in the 1980s, and 
more recently the emergence of community-acquired MRSA infections, vancomycin is 
being used increasingly as therapy for treating suspected S. aureus infections. Because 
few therapies are available to treat MRSA, the confirmed reports of VISA strains dem- 
onstrating reduced susceptibility to vancomycin, which has been the drug of last resort 
to treat MRSA, is of concern. 

The acronyms “VISA” and “GISA” (glycopeptide-intermediate S. aureus) have been 
used in the United States to describe S. aureus isolates with reduced susceptibility to 
vancomycin. The National Committee for Clinical Laboratory Standards published in- 
terpretive criteria defining both (7). The term “GISA” is a technically more accurate 
description of VISA strains, because all isolates have shown intermediate level MICs to 
the glycopeptide drugs, vancomycin and teicoplanin. However, clinicians may not rec- 
ognize the term glycopeptide, and the acronym VISA is used more frequently. 

Laboratorians may not be aware of proper methods for accurately identifying VISA 
(8). Hospital A’s laboratory described in this report properly identified this VISA-in- 
fected patient by using a confirmatory testing protocol consistent with CDC’s interim 
guidelines (6). This protocol included an algorithm to identify candidate strains (i.e., 
vancomycin MIC >4 g/mL) for confirmatory testing. At hospital A’s laboratory, the Vitek 
system is not used only to detect intermediate resistance of S. aureus isolates but also 
to detect candidate strains for confirmatory susceptibility testing. Correct and prompt 
identification of VISA is critical in preventing transmission. 
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If candidate strains are detected, CDC is available to perform expedited confirma- 
tory susceptibility testing. CDC is seeking laboratory reports of confirmed cases of VISA 
infection for an ongoing nationwide epidemiologic study. Information on confirmatory 
testing, investigation therapy, and infection-control guidelines can be obtained from 
CDC’s Hospital Infections Program, National Center for Infectious Diseases, telephone 
(404) 639-6413; World-Wide Web site, http://www.cdc.gov/ncidod/hip/vanco/vanco.htm, 
or e-mail SEARCH@cdc.gov. The recovery of S. aureus with reduced susceptibility to 
vancomycin (e.g., MIC 24 g/mL) should be reported promptly to local and state health 
departments and to CDC, infection-control precautions should be implemented (6), 
and an epidemiologic investigation should be conducted. 
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Laboratory Capacity to Detect Antimicrobial Resistance, 1998 


Emerging mechanisms of antimicrobial resistance have clinical, microbiologic, and 
infection-control implications for health-care providers. Antimicrobial resistant organ- 
isms include Staphylococcus aureus with reduced susceptibility to vancomycin (mini- 
mum inhibitory concentration [MIC] >4 pg/mL), including vancomycin intermediate S 
aureus (VISA; vancomycin MiC=8-16 pg/mL) (1-4) and Enterobacteriaceae that pro- 
duce extended spectrum &-lactamases (ESBLS), which result in resistance to a broad 
range of 8-lactam antibiotics (5). Detecting VISA and ESBLs-producing gram-negative 
pathogens can be difficult for clinical microbiology laboratories. Although CDC ( 7-3,6 ) 
and the National Committee for Clinical Laboratory Standards (NCCLS) (7-9 ) have pub- 
lished screening and confirmatory methods for these pathogens (Tables 1 and 2), the 
extent of use of these methods is unknown. This report summarizes results from a 
survey of microbiology laboratories that participate in the Active Bacterial Core Sur- 
veillance (ABCs)/Emerging Infections Program (EIP) Network to assess the capacity of 
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TABLE 1. Recommendations for testing for Staphylococcus aureus with reduced sus- 
ceptibility to vancomycin 





Strategies for selection of strains for additional testing: 
_: Select isolates with vancomycin minimum inhibitory concentrations (MICs) of 
4 yg/mL. This is based on the apparent heterogeneity of strains because organisms 

with MICs of 24 pg/mL have subpopulations with higher MICs (6). Clinical treatment 
failures have occurred with vancomycin in infections with these isolates (6). 
Select isolates with vancomycin MICs of 28 g/mL (based on National Committee for 
Clinical Laboratory Standards [NCCLS] breakpoints*) (7). 
Select all methicillin-resistant S. aureus (MRSA). All identified isolates of S. aureus 
with reduced susceptibility to vancomycin have been MRSA (10). 
Select all S. aureus isolates. Because little is known about the extent of this resistance, 
any S. aureus potentially could have reduced susceptibility to vancomycin. 


Testing and confirmation: 


1. Primary testing of S. aureus against vancomycin requires 24 hours of incubation time 
(7) 
Disk diffusion is not an acceptable method for vancomycin susceptibility testing of 
S. aureus. None of the known strains of S. aureus with reduced susceptiblity to 
vancomycin have been detected by this method (170). 


An MIC susceptibility testing method should be used to confirm vancomycin test results 
(6). 





*NCCLS MIC breakpoints for vancomycin are: susceptible, <4 yyg/mL ; intermediate, 8-16 g/mL; 
and resistant, 232 g/mL. 


TABLE 2. National Committee for Clinical Laboratory Standards 1999 guidelines for 
susceptibility testing for Enterobacteriaceae with potential extended-spectrum B- 
lactamases (ESBLs) production 





Testing: 

1 Expanded screening to include special breakpoints for the three previously included 
antimicrobials, two cephalosporins (ceftazidime, cefpodoxime), and aztreonam, but also 
cefotaxime and ceftriaxone 
Confirmatory testing methods for potential ESBLs-producing isolates of Klebsiella 
pneumoniae, K.oxytoca, and Escherichia coli by testing both cefotaxime and 
ceftazidime, alone and in combination with clavulanic acid. Testing can be performed 
by the broth microdilution method or by disk diffusion. 


Reporting and interpretation: 


Confirmed ESBL producers should be reported as resistant to all penicillins, cephalosporins (not 
including cephamycins such as cefoxitin and cefotetan), and aztreonam 





clinical microbiology laboratories to detect VISA and ESBL-producing pathogens; find- 
ings indicate that despite adequate capacity for proper testing, many laboratories do 
not have appropriate methodology to detect these resistant pathogens. 

A survey of laboratory practices was sent to the primary contact for participating 
ABCs/EIP Network laboratories during August-September 1998. Follow-up was con- 
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ducted by site coordinators. 

As of June 1999, 416 (93%) of 447 ABCs/EIP Network laboratorians from eight states 
(California, Connecticut, Georgia, Maryland, Minnesota, New York, Oregon, and Ten- 
nessee) had responded to the survey. Of the 416 respondents, 369 (89%) performed 
clinical microbiologic services (i.e.,” study laboratorians” ). Of the 369 study laboratorians, 
44 (12%) were from referral laboratories. The other 325 (88%) served health-care facili- 
ties that had a median of 121 (range: 5-2506) licensed beds. Seventy-six (36%) of the 
laboratorians served health-care facilities that were part of a health-maintenance orga- 
nization. 

In reviewing the susceptibility testing methods for S. aureus, 278 (84%) of 329 
laboratorians used methods that allowed them to detect an isolate with reduced sus- 
ceptibility to vancomycin. Fifty-two (16%) laboratorians used methods that would not 
identify these isolates, such as disk diffusion with no additional method (n=13), 
Microscan® Walkaway Rapid* panels (which provides <24 hours incubation) (n=four), 
and Vitek systems (bioMérieux, Hazelwood, Missouri) with a vancomycin MIC of 

8 g/mL as the indicator for additional testing (Vitek software typically did not report 
isolates of S. aureus with an MIC >4 g/mL) (n=25). Of 369 study laboratorians, 216 
(59%) reported performing confirmatory testing of suspected isolates that were possi- 
bly VISA (candidate strains). Of the 204 study laboratorians who reported criteria for 
selecting strains of S. aureus as candidates for confirmatory susceptibility testing to 
vancomycin, 173 (85%) used recommended criteria. Of the 201 study laboratorians who 
reported methodology for confirming S. aureus with reduced susceptibility to vanco- 
mycin, 135 (67%) used an acceptable methodology. 

Of the 369 study laboratorians, 117 (32%) reported performing tests to identify 
ESBL-producing organisms. Of the 112 laboratorians who described their methods, 93 
(83%) used adequate methods for ESBL screening, and 19 (17%) reported performing 
definitive confirmatory tests for ESBL production (i.e., E-Test, MIC susceptibility testing 
of ceftazidime, alone and in combination with clavulanic acid). One hundred eight 
laboratorians commented on interpretation and clinical reporting of extended- 
spectrum cephalosporin and other susceptibility to B-lactam agents: 76 (70%) reported 
isolates identified as ESBL-producers as resistant to all extended-spectrum cephalospor- 
ins; 57 (53%) reported that these isolates also were resistant to aztreonam. 

Variability in practices occurred based on demographics and characteristics of labo- 
ratories. Within the ABCs/EIP Network, the percentage of study laboratories confirming 
S. aureus with reduced susceptibility to vancomycin or testing for ESBL-producing or- 
ganisms varied from 39% to 100% and 18% to 84%, respectively. Laboratories perform- 
ing services for hospitals with >200 beds were significantly more likely to confirm S. 
aureus with reduced susceptibility to vancomycin (odds ratio [OR]=8.2; p=0.0001) or 
test for ESBL-producing organisms (OR=2.1; p=0.002) than were other laboratories sur- 
veyed. Managed-care—based laboratories were significantly less likely to confirm S. 
aureus with reduced susceptibility to vancomycin than were laboratories that were not 
part of a managed-care organization (OR=0.3; 95% confidence interval=0.2-0.6). 


Reported by: W Baughman, M Farley, K Toomey, P Daily, G Rothrock, L Gelling, N Mokerjee, N 
Barrett, M Pass, K White, J Rainbow, B Damaske, K Stefonek, B Barnes, S Zansky, C Morin, Q Phan, 


*Use of trade names and commercial sources is for identification only and does not imply en- 
dorsement by CDC or the U.S. Department of Health and Human Services 
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P Moshar, J Hadler, Active Bacterial Core Surveillance/Emerging Infections Program Network. 
Respiratory Diseases Br, Div of Bacterial and Mycotic Diseases; Hospital Infections Program, Na- 
tional Center for Infectious Diseases; and an EIS Officer, CDC. 

Editorial Note: The findings in this report indicate that most ABCs/EIP Network labora- 
tories were using routine methods that would allow detection of VISA or ESBL-produc- 
ing pathogens; however, approximately 40% of the laboratories were not performing 
confirmatory testing of S. aureus for reduced susceptibility to vancomycin and even 
fewer laboratories tested Enterobacteriaceae for ESBL production. Smaller hospital- 
based laboratories, managed-care—based laboratories, and laboratories from specific 
ABCs/EIP state locations did not report testing for these resistant pathogens. 

Recent reports of S. aureus with reduced susceptibility to vancomycin underscore 
the importance of increasing awareness of clinical microbiology laboratory personnel 
on proper testing methods (7-4 ). The testing of isolates of S. aureus for reduced sus- 
ceptibility to vancomycin requires that laboratorians know the appropriate susceptibil- 
ity testing methods and strategies for selecting candidate strains. Despite the national 
recommendations for testing, many laboratorians may not be aware of the need to 
perform confirmatory testing on candidate VISA strains. Manufacturers should be aware 
of the difficulties in resistance identification. For example, Vitek systerns software typi- 
cally did not report MICs >4 g/mL for S. aureus isolates. Therefore, a laboratory that 
used this system and the criteria for additional testing of 8 g/mL may not have reliably 
detected isolates. In November 1999, Vitek upgraded its software to improve detection 
and reporting of S. aureus isolates with reduced susceptibility to vancomycin. 

The recommendations and guidelines for testing for ESBL-producers have evolved 
over several years, and this may explain the variations in practices among ABCs/EIP 
laboratories. In January 1999, NCCLS attempted to clarify this topic by publishing new 
recommendations (10), including methods to confirm ESBL production (Table 2). 

The findings in this report are subject to at least two limitations. First, the data were 
self reported. The degree of correlation between actual practice and such reports is 
unknown. Second, the sample was not random and results may not be representative 
of other facilities. Despite these limitations, the survey indicates a need to increase 
awareness among clinical microbiology laboratory and related personnel about evolv- 
ing practices of susceptibility testing for antimicrobial resistant bacteria. 

Additional information about survey results or resistance testing is available from 
CDC’s Hospital Infections Program, telephone (404) 639-6413. In addition, information 
about testing for these resistant organisms is available on CDC’s National Center for 
Infectious Diseases, Hospital Infections Program World-Wide Web site, http:// 
www.cdc.gov/ncidod/hip.htm, click on “Laboratory.” 
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Abortion Surveillance: Preliminary Analysis — United States, 1997 


For 1997, CDC compiled data about legal induced abortions from the 50 states, 
New York City, and the District of Columbia. The total number of legal induced abor- 
tions was available from all reporting areas; however, not all these areas collected in- 
formation about the characteristics of women who obtained abortions. This report pre- 
sents preliminary data for 1997; final 1997 abortion data will be published during sum- 
mer 2000. 

In 1997, 1,184,758 legal induced abortions were reported to CDC (Table 1), a de- 
crease of 3.0% from 1996 (7). The number of live births also decreased slightly (0.3% 
decrease) during the same period (2 ). From 1996 to 1997, the number of reported 
abortions decreased in 34 of 52 reporting areas. The national abortion ratio (number of 
legal abortions per 1000 live births reported by all reporting areas) decreased from 314 
in 1996 to 305 in 1997 (Table 1), and the national abortion rate (number of legal abor- 
tions per 1000 women aged 15-44 years) remained at 20. Consistent with previous 
years, approximately 92% of women who had legal induced abortions were residents 
of the state in which the procedure was performed. Women who obtained legal abor- 
tions in 1997 were predominately white and unmarried. As in 1996, approximately 20% 
of women who obtained a legal abortion in 1997 were aged < 19 years; 32% were aged 
20-24 years. 

Curettage (suction and sharp) remained the primary abortion procedure (98%); 18 
reporting areas submitted information about abortions performed by medical (nonsur- 
gical) procedures*. in 1997, 16 reporting areas reported 2988 medical procedures, and 
two states reported that medical procedures were included in the “other” category. As 
in previous years, more than half (approximately 55%) of legal abortions were per- 


*Medical abortions are nonsurgical procedures involving the administration of medication(s) to 
induce an abortion and are most frequently performed early in the first trimester of pregnancy 
(3). 





s24IO 
voneyiysul 
euleynesju| 
dueys 
uonons 
ebeyein5 
einpesoid yo edAy 


January 7, 2000 


uSYHiq Call “ON 


pewiewuy 
pawey 
snjzeys jequey 


o1uedsi}-uoK 
aiuedsipy 
Ayoiuys3 


#248410 

yoe |g 

eum 
e0ey 


b'Sp orp bop ; 6'bE Sz 
Sve yve zee Ze vz-02 
L'0z 0'1Lz v2 9'Z€ 


61 
(ssA) dnosBb eby 


08 $3 98 os vs zs 92 8'tv 9}8}S-}O-INO 


0°26 : Lt6 S.6 vL6 0°76 9'L6 816 v26 z9S 9)8)S-U} 
e2uepisey 





jUOnNQUISIp Obejuesieg 
02 02 02 LZ 2 €Z vz vz vz SZ LZ et ees UOILOgYy 
SOE vLE LLE LZe vee See 6£€ Sve ySEe 6SE ZLe Ost ones uolMOogy 
8SL‘PBL'L GBS‘LZZ'L E88'OLZ'L SLb’Z9Z'L PLY’OEE’L SHL’6SE'L LE6‘BBE'L LZS’6Zb'L OLS'8ZE'L 909°262'l L97'886 09Z'98S sUo!oge je6e) 
ou peyodey 
sL66L 966L S66L v66L e661 Z66L L66L 0661 S86L O86L 9Z6L 2161 9198148}98184) 
LEGL-ZZLEL ‘S4B@A pejsejes ‘sajejS peu — 1e8eA Aq ‘suologe peonpu! jeba; peurejgqo oym ueWwOM 
jO SONSUe}De1eYyo pue ,’se}e1 UOIOGe ,’soNes UOIOGe ‘suOIOge peonpu! jefe; jo sequinu peyodey ‘| JIGVL 








Abortion Surveillance — Continued 





uoieyseb jo syaam Bulyodes seae Ep JO Lp 10} B18 OIE ya ns 
uo1e3se6 jo syaem Bulodes sease Op JO LE JO} ue BEG yy 
uonejseb jo syoam Gulodas seaue Op JO gE 40} ue B1eG,,, 
uoine seb jo syeem Buivode seaue |p JO gE 10) Gue B}eQ 4, 


uo1e}se6 jo syaem Buiwodes seaue GF 50 OF 40} Ue IEG... 
seinpesoid 


(jeo16snsuou) jesipew se peyodes suoijoge gggz pue ,184}0, Sse payodes Sainpadoid pue AwojsaJa}sAy pue AWOjOJe\sAy SepNjsuj 4 


/484)0,, Se peyodei seinpes0id pue AwojeJse}sAy pue AWwoOj}OJe)SAYy sapnjdyy ,, 
uaspyiyd Bully jo sequunu ajesipul eep ‘Q/6L Pue ZZ6L 104 ,, 
908) ,J8yjO, se pevodey ,, 
%SL< SENjEA UMOUXUN jO UO!) 
JOdOjd ay) as84yM 1d8dxe ‘d1}SIa}DeJeYo UBAIGH e Buiode, segue je WoO. eJep Ul SeNjeA UMOUY UO Peseg ae SUO!INGISIP eBe}UsII04q , 
Ep ‘uoine}seb jo syeem pue ‘pp ‘ainpedoid jo adA} ‘Op ‘S}uRjU! UJOG-8Al| JO JequuNU ‘€¢ ‘SNje}s jeeW 'gz ‘AyOIUYIe ‘OP ‘80e, ‘7p ‘abe ‘gp 
sem aouepises Buiodes sease jo sequinu By) ‘Z66L JO4 “PeueAd djS1J8}9e1eY49 UBAIB e Buljiode, sease jo sequinu ay! “elep Aseulwaig , 
seed pp-s_ peBe uewom O00| 4ed suo!loge peonpu! jee jo sequiny , 
SYUIQ BAI] OOOL 48d Sud!Oge peonpu! jebe; jo sequiny , 





60 60 LZ 
6 i) 02-91 
i's Sv SL-€l 
ZZL vl Zi-LL 
L°8Z OL-6 

8 

Z 

9 


6 0Z set LZ 
wav LL ges LL 
wav OL = gu SL 

9°bS OVS 


—-—NWwe 


MENOtome— 
NITOrg¢e- Ogee 


8 
uonje3seb syeey 


Abortion Surveillance — Continued 
wo 


Vol. 48/Nos. 51 & 52 





1174 January 7, 2000 


Abortion Surveillance — Continued 


formed during the first 8 weeks of gestation; 18% were at <6 weeks; 18% at 7 weeks; 
and 20% at 8 weeks. Approximately 88% were performed during the first 12 weeks of 
pregnancy. 

Reported by: Surveillance Unit, Statistics and Computer Resources Br, Div of Reproductive Health, 
National Center for Chronic Disease Prevention and Health Promotion, CDC. 

Editorial Note: in the United States during 1980-1990, the number of legal induced 
abortions varied annually by <5% and increased overall by 10% (Table 1). The reported 
number of legal induced abortions was highest in 1990. Since that year, the number of 
abortions has declined each year by 2%-5%, except 1995-1996, when the number of 
abortions increased by 0.9%. The number of abortions reported to CDC for 1997 de- 
clined from 1996 and is the lowest recorded number since 1978 (4 ). 

The national legal induced abortion rate indicates the number of abortions per 
1000 women of reproductive age in a given year. During 1972-1980, the national legal 
induced abortion rate increased each year; during 1980-1991, the rate remained stable 
and declined during 1991-1995. The 1997 abortion rate of 20 per 1000 women of repro- 
ductive age (aged 15-44 years) remained unchanged from 1995 and was the lowest 
rate recorded since 1975 (5). 

The national ratio of legal induced abortions to live births indicates the number of 
abortions per 1000 live births. The national abortion ratio steadily declined each year 
from 1987 to 1995; in 1996, a slight increase in the ratio occurred; in 1997, the abortion 
ratio decreased and was at its lowest recorded level since 1975 (5). Factors that might 
have contributed to the decline include a reduced number of unintended pregnancies, 
attitude changes concerning the decision to have an abortion or to carry a pregnancy to 
term, and reduced access to abortion services (6-8 ). 

The decline in the abortion ratios also might be attributed to a shift in the age 
distribution of reproductive-aged women obtaining abortions. Although the actual num- 
ber of women of reproductive age has increased by 2% since 1990, the proportion who 
are older (i.e., in later, less fertile reproductive years) also has increased. During 1990- 
1997, the percentage of reproductive-aged women in the highest fertility age group 
(<30 years) declined from 49% to 46% (Bureau of the Census, unpublished data, 1999), 
and the percentage in the lowest fertility age group (women aged 35-44 years) in- 
creased from 33% to 37% (2). 

For the first time in this report, medical (nonsurgical) procedures are included. 
Since the mid-1990s, medications (e.g., methotrexate and misoprostol) have been used 
by clinical practitioners to perform early medical abortions (9 ). In 1997, the U.S. Stan- 
dard Report of Induced Termination of Pregnancy, published by CDC’s National Center 
for Health Statistics, was revised to include “Medical (Nonsurgical),” a new procedure 
category (3). In 1997, 18 states, New York City, and the District of Columbia included 
medical abortion procedures on their reporting forms. For the same year, 16 reporting 
areas submitted information to CDC about the number of performed medical abor- 
tions. However, the number reported to CDC may be an undercount; other researchers 
have estimated that approximately 4300 medical procedures were performed during 
the first half of 1997 (7). During 1994-1995 in the United States, approximately 2000 


women aged >18 years participated in clinical trials testing mifepristone (10), a medi- 
cation the (Continued on page 1191) 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week 
totals ending December 25, 1999, with historical data — United States 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A 610 

Hepatitis B 358 

Hepatitis, C/Non-A, Non-B 99 
Legionellosis 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella 
0.125 ; 0.5 


. * 
Ratio (Log Scale) 
SS9 _ Beyond Historical Limits 
*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subse- 


quent 4-week periods for the past 5 years). The point where the hatched area begins is based on 
the mean and two standard deviations of these 4-week totals. 


TABLE 1. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending December 25, 1999 (51st Week) 





Cum. 1999 Cum. 1999 





Anthrax HIV infection, pediatric*§ 137 
Brucellosis* 47 Plague 8 
Cholera Poliomyelitis, paralytic 
Congenital rubella syndrome g Psittacosis* 16 
Cyclosporiasis* Rabies, human 
Diphtheria Rocky Mountain spotted fever (RMSF) 
Encephalitis Califo nia® Streptococcal! disease, invasive Group A 
eastern equine* Streptococcal toxic-shock syndrome* 
St. Louis* ? Syphilis, congenital* 
western equine* Tetanus 
Ehrlichiosis human granulocytic (HGE)* 16 Toxic-shock syndrome 
human monocytic (HME)* 0 Trichinosis 
Hansen Disease* 9 Typhoid fever 
Hantavirus pulmonary syndrome*' 2 Yellow fever 
Hemolytic uremic syndrome, post-diarrheal* 














no reported cases 
* Not notifiable in all states 
* Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for infectious Diseases (NCID) 
* Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, 
STD, and TB Prevention (NCHSTP), last update November 28, 1999 
1 Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending December 25, 1999, and December 26, 1998 (51st Week) 





AIOS Chlamydia 


Cum 


Reporting Area 


Escherichia coli 0157:H7* 





Cryptosporidiosis 


NETSS 


PHLIS 








1999" 


Cum 
1999 


Cum 





NITED STATES 


40,933 


81,689 


1998 


Cum 


Cum 


Cum Cum 





1999 





1999 


1998 





Cum 
1999 


Cum 
1998 





583,049 


3,419 


2,889 


ENTRAL 


Ten 
Ala 


Miss 


w.s 
Ark 


CENTRAL 


La 
Jnlia 
Tex 


MOUN 
Mont 
idahc 
Wyo 
Colo 

N. Mex 
Ariz 
Jtar 


Nev 


AIN 


PACIFIC 
Wash 
reg 
Calif 
Alaska 
Hawa 


Guar 

PR 

Amer. Samoa 
N.M.1 


2,309 


396 
3B 


34 


i) 
a 


Quon 
ouwu® 





N: Not notifiable U: Unavailable no reported cases 


C.N.M.1 


Commonweaith of Northern Mariana Islands 
"Individual cases may be reported through both the National Electronic Telecommunications System for Surveillance (NETSS) 


,and the Public Health Laboratory Information System (PHLIS 
Updated monthly from reports to the Division of HIV/AIDS Prevent 
STD, and TB Prevention, last update November 28, 19°9 


on 


S 
> 


irveillance and Epidemiology, National Center for HIV, 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiabl 
weeks ending December 25, 1999, and December 


MMWR 


1177 


e diseases, United States, 
26, 1998 (51st Week) 





Gonorrhea 


Hepatitis 


Legionellosis 


Lyme 


Disease 








: Cum Cum. 
Reporting Area | i999 1998 





Cum. | Cum 
1999 1998 





Cum. Cum. 
1999 1998 





Cum. | Sum 
1999 1998 





UNITED STATES 322,988 347,207 


NEW ENGLAND 
Maine 


Conn 


MID. ATLANTIC 
Upstate N.Y 


11,088 


E.N. CENTRAL 56, 68,070 
Ohio 17,783 
ind 6,490 
il S 21,461 
Mich 2 16,080 
Wis 6,256 


W.N. CENTRAL 17,246 
Minn 3 2,676 
5 1,492 

9,019 

78 

217 

1,193 

2,571 

93,841 

1,519 

9,901 

4,391 

9,252 

843 

18,666 

11,287 

19,271 

18,711 


38,601 

3,577 
11,840 
12,707 
10,477 


53,977 
3,893 
12,743 
5,147 
32,194 


MOUNTAIN . 9,056 
Mont 48 
idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Amer. Samoa 
C.N.M.1 


3,289 3,250 


59 


1 


U 
U U 
U U 


1,267 


@ 


QANONNAaH oO 


gaz 


w 


N ~_— iJ 
& 8Swrazd 


NAR 
aBNNR 


13,081 


15,632 





N: Not notifiable U: Unavailable 


no reported cases 
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TABLE II. (Cont‘d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 25, 1999, and December 26, 1998 (51st Week) 


Salmonellosis* 
Malaria Rabies, Animal NETSS PH 


_Rabies, 
Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 1999 1998 1999 1998 1999 1998 1999 


INITED STATES 1,476 5,771 7 37,752 41,591 29,511 





























NEW ENGLAND 6 } 87 37 2,155 2,475 2,050 
Maine : 4 132 
N.H 5 136 
2 92 
155 
129 


511 


MID. ATLANTK 575 783 
Upstate N.Y 72 j 3 0 403 
N.Y. City 0 237 { 1,34 
979 

052 


5,304 
1,294 
530 
553 
933 


res 


633 
261 


w& 


9 
59 
0 


& 


ENTRAL 


CENTRAL 


MOUNTAIN 
Mont 

daho 
Wyo 


PACIFIC 
Wash 
reg 
Calif 
Alaska 
Hawai 


Guam 

PR 73 > 

V1 U U U { U 
Amer. Samoa U J U ( U 
C.N.M.I U U U 





N: Not notifiable U: Unavailable no reported cases 
“Individual cases may be reported through both the National Electronic Telecommunications System for Surveillance (NETSS) 
and the Public Health Laboratory information System (PHLIS 





Vol. 48 / Nos. 51 & 52 MMWR 1179 


TABLE Ii. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending December 25, 1999, and December 26, 1998 (51st Week) 

Shigellosis* Syphilis 

NETSS PHLIS (Primary & Secondary) Tuberculosis 


: Cum. Cum. Cum. Cum Cum Cum. Cum. Cum. 
Reporting Area 1999 1998 1999 1998 1999 1998 1999" 1998' 


UNITED STATES 15,787 21,954 7,606 12,207 6,942 13,727 17,043 


























NEW ENGLAND ) 800 362 ‘ 7 421 442 
Maine 20 12 
17 22 ’ 10 
4 4 4 5 


01 2 36 237 262 


3 1 42 

60 5 110 

MID. ATLANTIC 2 5 7 8 3 A475 
Upstate N.Y : 67 3 307 
2 89 4 317 

507 

344 


301 
250 
137 
537 
282 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans. 


S. ATLANTIC 
Del 


E.S. CENTRAL 


Tenn 
Ala 
Miss 


W.S. CENTRAL 
Ark 


MOUNTAIN 
Mont 
Idaho 


Utah 
Nev 


PACIFIC 
Wash 
Ore 

Cali 
Alaska 
Hawaii 


Amer. Samoa 
C.N.M.1 





N: Not notifiable U: Unavailable no reported cases 

“Individual cases may be reported through both the Nationa! Electronic Telecommunications System for Surveillance (NETSS) 
and the Public Health Laboratory Information System (PHLIS) 

* Cumulative reports of provisional tuberculosis cases for 1999 are unavailable (“U") for some areas using the Tuberculosis 
Information System (TIMS) 
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TABLE Ill. Provisional cases of select 


MMWR 


ed notifiable diseases preventable 


January 7, 2000 
vaccination, United 


b 
States, weeks ending December 25, 1999, and December 26, 1998 (51st Week) 





Reporting Area 


H. influenzae, 
invasive 


Measi« 


es (Rubeola) 





Hepatitis (Viral), by type) 
x 8B 


indigenous 


Imported* Total 








Cum. | Cum. 
1999' | 1998 
1,048 





Cum. Cum.| Cum. Cum 
1999 1998 | 1999 1998 








Cum. | Cum. 





Cum. 
1999 | 1999 


Cum. 
1999 | 1999 


1999 | 1998 








UNITED STATES 
NEW ENGLAND 


aine 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N 


Pa 


E.N. CENTRAL 
Jhio 


ind 


Mich 
Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 


MOUNTAIN 
Mont 
idaho 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawai 


Guam 

PR 

Vi 

Amer. Samoa 
C.N.M.1 


1,142 


101 
~ 


16,573 21,838 6,357 9,455 


304 
4 
18 
23 

120 
26 


292 136 216 
20 1 5 
20 
10 
79 
68 
34 


16 


203 
237 
419 
204 
343 


401 

75 
111 
229 
474 


w 
Wn oO 


nN 
Qy 
~@eNOOnD 


N= 


60 


85 91 
11 3 
1 


= _ 
-O3-W-90 20. Wu 





N: Not notifiable 


U: Unavailable 
*For imported measies, cases include only those resulti 
Of 224 cases among children aged <5 years, serotyp 


no reported cases 


ng from importation from other countries 
@ was reported for 114 and of those, 32 were type b. 





Vol. 48 / Nos. 51 & 52 MMWR 1181 


TABLE lll. (Cont’d.) Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending December 25, 1999, and December 26, 1998 (51st Week) 


Meningococcal 
Disease Mumps Pertussis Rubella 


8 — Cum Cum. Cum. Cum. Cum. | Cum. Cum. Cum. 
eporting Areal 4999 1998 | 1999] 1999 1998 1999 | 1999 | 1998 | 1999 | 1999 1998 
UNITED STATES 2,282 2,573 2 338 633 150 6,836 1 237 355 























NEW ENGLAND 108 120 8 ( 7 1,056 7 
7 U 5 
U ] 129 
19 


1 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 


E.N. CENTRAL 
Ohio 

Ind 

th 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 


o 


SSSasaw UH 


OEty 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


wo 


NS 
nwo 


W.S. CENTRAL 


MOUNTAIN 
Mont 
idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

Vi \ . U 
Amer. Samoa U U 
C.N.M.1 U U U 





N: Not notifiable U: Unavailable no reported cases 
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TABLE IV. Deaths in 122 U.S. cities*, week ending 
December 25, 1999 (51st Week) 





Al All Causes, By Age (years) Patt All Causes, By Age (years) 
R Reporting A 
sporting Ares Ages) . os Jas 64| 25-44] 1-24| eee 65 |45-65| 25-44| 1 24| <1 


NEW ENGLAND 481 83 31 8 9 52 S. ATLANTIC 729 34 
Boston, Mass 133 24 12 4 5 2 Atlanta, Ga t U 
Bridgeport, Conn 51 + 2 Baltimore, Md 153 15 
Cambridge, Mass 13 1 Charlotte, N.C 5 
Fall River, Mass 28 5 Jacksonville, Fla B : 
Hartford, Conr U J U U ( Miami, Fila 1 
Lowell, Mass g 3 . Norfolk, Va 
Lynn, Mass 6 3 3 Richmond 
New Bedford, Mass 2 
New Haven, Conn St. Petersburg, Fla 
Providence, R.! 5 Tampa, Fla 
Somerville, Mass g 1 Washington, D.C 
Springfield, Mass 3c Wilmington, Del 

7 2 
































nN 


OenN---NWLh aces 


Va 
Savannah, Ga 


Waterbury, Conr 

Worcester, Mass U E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


oS 


MID. ATLANT 
Albany, N.Y 
Allentown, Pa 
Buffalo, N.Y 
Camden, N.J 
Elizabeth, N.J 
Erie, Pa.§ 

Jersey City, N.J 
New York City, N.Y. 1 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa.§ 
Reading, Pa 
Rochester, N.Y. 
Schenectady, N.Y 
Scranton, Pa.§ 


Syracuse, N.Y 


Little Rock, Ark 
New Orleans, La 
Trenton, NJ San Antonio, Tex 
Jtica, N.Y. . Shreveport, La 
Yonkers, N.Y J J Tulsa, Okla 


w 


CNeww ee CC 
> oem 


ac 
c,.ne 


nN 

> 
SCOwawut 
Ron 


W.S. CENTRAL 
Austin, Tex 

Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 


=.) 


~wueac 


nac 


\ 


iy—@yano 


w 
NN SWO— 


an 


a 
w 
NOoO@ suncas Cww 


IBNIAHAGHOC 


i) 

CexCr@agne—-C-6 
Ne 
= 


acle-Cw 


E.N. CENTRAL 
Akron, Ohi 
Canton, Ohio 
Chicago, lil 


nD 


MOUNTAIN 
Albuquerque, N.M 
Boise, Idaho 

Colo. Springs, Colo 
incinnati, Ohio Denver, Colo 
Cleveland, Ohio 2 Las Vegas, Nev 
Columbus, Ohio Ogden, Utat 
Dayton, Ohio Phoenix, Ariz 
Detroit, Mich J J J Pueblo, Colo 
Evansville, ind Salt Lake City, Utah 
Fort Wayne, ind Tucson, Ariz 
Gary, ind 
Grand Rapids, Mich 
indianapolis, ind 
Lansing, Mich 
Milwaukee, Wis 
Peoria, il! 
Rockford, Il! 
South Bend, ind 
Toledo, Ohio 
Youngstown, Ohio 


~ 


w 


wmG@nw aon 


y= 


5 
6 
3 
7 
7? 
6 
0 


cCwsd 
w ~ 
DAoOwsh 


PACIFIC 

Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portiand, Oreg 
Sacramento, Calif 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Santa Cruz, Calif 
Seattle, Wash 
Spokane, Wash 
Tacoma, Wash 36 


ons 


~WOkOw-wuuw 


aOnNNW~ 
SOWWEaN 
nN 
ac 
- " 
-wnoenCoCCnw-es 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn 
Kansas City, Kans 
Kansas City, Mo 
Lincoln, Nebr 
Minneapolis, Minn 
Omaha, Nebr 

St. Louis, Mo 

St. Paul, Minn 
Wichita, Kans 


a 


“NN BWW rh 
soeukec 
— Ww 


TOTAL 9,660" 6,730 1,844 


N 
Ww 
Ww 








U: Unavailable no reported cases 
* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of 100,000 


or more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are 
not included 


Pneumonia and influenza 

Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Com- 
plete counts will be available in 4 to 6 weeks 

Tota! includes unknown ages 
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FIGURE |. Selected notifiable disease reports, comparison of provisional 4-week 
totals ending January 1, 2000, with historical data — United States 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A 576 

Hepatitis B 333 
Hepatitis, C/Non-A, Non-B 
Legionellosis 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella 
0.25 0.5 


Ratio (Log Scale)" 


SS9 Beyond Historical Limits 
*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subse 


quent 4-week periods for the past 5 years). The point where the hatched area begins is based on 
the mean and two standard deviations of these 4-week totals 


TABLE 1. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending January 1, 2000 (52nd Week) 





Cum. 1999 Cum. 1999 





Anthrax 

Brucellosis* 

Cholera 

Congenital rubella syndrome 

Cyciosporiasis* 

Diphtheria 

Encephalitis: California® 
eastern equine* 


HIV infection, pediatric*$§ 159 
Plague 
Poliomyelitis, paralytic 
Psittacosis* 
Rabies, human 
Rocky Mountain spotted fever (RMSF) 
Streptococcal disease, invasive Group A 
Streptococcal toxic-shock syndrome* 
St. Louis* 7 Syphilis, congenital* 
western equine* Tetanus 
Ehrlichiosis human granulocytic (HGE)* 63 Toxic-shock syndrome 
human monocytic (HME)* Trichinosis 
Hansen Disease* Typhoid fever 
Hantavirus pulmonary syndrome*' Yellow fever 
Hemolytic uremic syndrome, post-diarrheal* 


be 


rt] 
434 2 @Owo 














no reported cases 
* Not notifiable in all states 
' Updated weekly from reports to the Division of Viral and Rickettsial Diseases, Nationa! Center for Infectious Diseases (NCID) 
* Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for 
HIV, STD, and TB Prevention (NCHSTP), last update December 26, 1999 
' Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE II. Provisional cases of selected notifiable diseases, United States, 
weeks ending January 1, 2000, and January 2, 1999 (52nd Week) 


Escherichia coli 0157:H7* 








Reporting Area 


AIDS 


Chlamydia 


Cryptosporidiosis 


NETSS 


PHLIS 








Cum Cum 
1999' 1998 


Cum Cum 
1999 1998 








Cum Cum 
1999 1998 





Cum Cum. | Cum 
1998 1999 1998 








UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

vt 

Mass 

Rl 


Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 
Pa 


E.N. CENTRAL 
Onic 

ind 

| 

Mich 

Wis 


N.N. CENTRAL 


3a 
Fla 
E.S. CENTRAL 
Ky 


W.S. CENTRAL 
Ark 

La 
Okla 


Tex 


MOUNTAIN 
Mont 

idano 

Wyo 

Colo 

N. Mex 

Ariz 

Utan 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawa 


Guam 

PR 

Vi 

Amer. Samoa 


C.N.M.1 


45,000 46,019 


e8ZB52 
BUD 


13 


591,504 597,125 


101,474 
27,786 
11,267 
26,363 
22,156 
13,902 


35,929 
6,970 
5,174 
12,670 
1,045 
1,572 
2,911 
5,587 


NPSL. 


bw 


i) 


116,821 
2,608 
7,560 
13,561 
2,386 


aN 


103,488 
11,973 


U 
U 
U 


2,379 3,793 


P-n8 

wan ® 

7) wo 

So % Ww —_ 
SZOOn 72-0 


~oO 


—b 


SZan & OW 


& 
& 


n 
wT) 
Woz 


N 
U 
U 
U 


3,161 2,476 2,172 





N: Not notifiable 


*individual cases may be reported th 
_and the Public Health Laboratory 


U: Unavailable 


Updated monthly from reports to the Divist 


STD, and TB Prevention, last up’ 


no reported cases 


rough both the National Electronic 
Information System (PHLIS) 
‘on of HIV/AIDS Prevention—-Surveil 
date December 26, 1999 


C.N.M.1.: Comm 


onwealth of Northern Mariana islands 
Telecommunications System for Surveillance (NETSS) 


ance and Epidemiology, Nationa! Center for HIV, 





Vol. 48 / Nos. 51 & 52 


MMWR 


1185 


TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending January 1, 2000, and January 2, 1999 (52nd Week) 





Reporting Area 


Gonorrhea 


Hepatitis 
C/NA,N 


Legionellosis 


Lyme 
Disease 








Cum. 
1998 


Cum. 
1999 





Cum. 
1998 


Cum. } 
1999 





Cum. | Cum. 
1999 1998 





Cum. 
1999 


Cum. 
1998 





UNITED STATES 


NEW ENGLAND 
Maine 


Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 


W.N. CENTRAL 
Minn 


S. ATLANTIC 
Del 


Md 
D.C 


W.S. CENTRAL 
Ark 


La 
Okla 


Tex 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Ore 
Cali 
Alaska 
Hawai: 


Amer. Samoa 
C.N.M.1 


327,510 354,482 


6,469 
71 


3,328 3,518 


15 61 
2 


7 
3 
3 


97 
62 


35 


U U 
U U 
U U 


1,355 
98 


13,306 


16,801 





N: Not notifiable 


U: Unavailable 


no reported cases 
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TABLE II. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending January 1, 2000, and January 2, 1999 (52nd Week) 





Saimoneltlosis* 

Malaria Rabies, Animal NETSS I PH 
Cum Cum Cum Cum 
1998 999 1998 1998 1999 

NITED STATES 1,354 1,611 7,259 








Reporting Area = 

















43,694 30,299 

NEW ENGLANI 9 2,17 2,508 2,161 

Maine 5 1 24 165 104 

N.H 6 6 187 143 

vt r 2 g 72 93 144 30 

Mass ; a7 23 4 1,312 191 

RQ 5 5 ) 159 173 
460 

MID. ATLANTIC 

pstate N.Y 
N.Y. City 


Pa 


N. CENTRAL 
Ihio 

+] 

WwW s 

W.N. CENTRAL 
Minn 


lowa 


ak 


y 


E.S. CENTRAL 
K 


enn 


Miss 


W.S. CENTRAL 
Ark 


MOUNTAIN 

Mont § 79 
daho 3 5 122 
Wyo 5 6 B 70 
Colo f 4 539 
N. Mex 2 ‘ 5 306 
Ariz 56 4g 885 
Jtah 27 2 355 
Nev ) 245 
PACIFIC 277 33 108 
Wash « J 703 
Oreg 329 
Calif 20 217 2 724 
Alaska 4 25 57 
Hawa 2 295 
Guar 46 
P.R K 52 901 
v1 J U 
U U 
U U 


Amer. Samoa U 
C.N.MI j U 





N: Not notifiable U: Unavailable no reported cases 
"Individual cases may be reported through both the National Electronic Telecommunications System for Surveillance (NETSS) 
and the Public Health Laboratory Information System (PHLIS) 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending January 1, 2000, and January 2, 1999 (52nd Week) 


1187 





Reporting Area 
UNITED STATES 


Shigellosis* 





NETSS 


PHLIS 


Syphilis 
(Primary & Secondary) 


Tuberculosis 








Cum. Cum. 
1999 1998 


Cum. 
1999 


Cum. 
1998 








Cum. Cum. 
1999 1998 





Cum. 
1999" 


Cum. 
1998' 





NEW ENGLAND 


MID. ATLANTIC 
Upstate N.Y 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 


Utah 
Nev 


PACIFIC 
Wash 
Ore 

Cali 
Alaska 
Hawaii 


Amer. Samoa 
C.N.M.1 


16,015 23,626 
854 
5 


8 
113 
U 
U 
U 


7,900 12,432 


6,277 7,089 


80 


13,996 18, 


44g 
20 
10 


2 
263 
42 


258 


477 
13 





N: Not notifiable 


* Individual cases may be reported through both the Nation 
and the Public Health Laboratory Information System (PHLIS). 
Cumulative reports of provisional tuberculo 


U: Unavailable 


information System (TIMS) 


no reported cases 


al Electronic Telecommunications System for Surveillance (NETSS) 


sis cases for 1999 are unavailable (“U") for some areas using the Tuberculosis 
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ected notifiable diseases preventable by vaccination, 
January 1, 2000, and January 2, 1999 (52nd Week) 


TABLE lil. Provisional cases of sel 
United States, weeks ending 


4. influenzae. 





Hepatitis (Viral), by type) Measies (Rubeola) 
invasive A ; Indigenous Imported* 


Cum. 
999 








, Cum. | Cum. |Cum Cum.| Cum Cum. 
Reporting Area/ 1999' | 1998 |1999 1998 | 1999 1998 


JNITED STATES 1,165 1,194 16919 23,229 6,495 
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U: Unavailable 


no reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of 100,000 
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Food and Drug Administration (FDA) has found “approvable” for use as an abortifa- 
cient (FDA, personal communication, 1999). Researchers expect that medical induced 
abortions will become more widespread if mifepristone is approved for use (7). 

Since 1992, most reporting areas have reported abortions by gestational age in 
weeks of gestation for abortions performed at <8 weeks. As new medical methods are 
introduced and used for terminating pregnancies primarily at <8 weeks of gestation, 
these data will continue to assist in monitoring trends in legal abortions. 

During 1997, the total numbers of legal induced abortions were available for each 
of the 52 reporting areas. However, approximately 32% of abortions were reported 
from states that in 1997 did not have annual centralized reporting of abortions (three 
states) or from states whose health departments could not provide information about 
characteristics (e.g., age or race) of women obtaining legal abortions (two states). To 
track efforts to prevent unintended pregnancy and changes in abortion practice, each 
state needs an accurate and ongoing assessment of abortion (including the number 
and characteristics of women obtaining legal abortions). 

Previously published MMWAs that include statistical and epidemiologic informa- 
tion about abortion are available on the CDC World-Wide Web site, http://www.cdc.gov/ 
mmwr (7) 
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